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Estimates suggest that between one-fifth and one-third 
of women have experienced sexual abuse in their child-
hood (Elliott & Briere, 1995; Finkelhor, 1994). Child sex-
ual abuse (CSA) is a risk factor for the development of an 
array of long-term difficulties, including depression, anx-
iety disorders, dissociation, personality and eating dis-
orders, and substance use disorders (Molnar, Buka, & 
Kessler, 2001; for reviews, see Neumann, Houskamp, Pol-
lock, & Briere, 1996; Polusny & Follette, 1995). Other as-
sociated problems are more interpersonal in nature, and 
include decreased trust and intimacy, decreased satisfac-
tion in marital and other relationships (DiLillo, 2001), and 
increased risk for later victimization (Arata, 2002).
Revictimization is one of the most troubling outcomes 
associated with CSA because later victimization likely 
compounds or exacerbates the effects of prior abuse ex-
periences. Although adult sexual victimization in the ab-
sence of child abuse may have its own detrimental im-
pact, revictimization has been associated with increased 
levels of trauma symptoms compared to a single inci-
dent of sexual victimization (see Classen, Palesh, & Ag-
garwal, 2005, for a review). In particular, women experi-
encing revictimization report higher levels of depression 
(Messman-Moore, Long, & Siegfried, 2000), posttrau-
matic stress disorder (PTSD; Arata, 1999a; 1999b), other 
anxiety disorders (Cloitre, Scarvalone, & Difede, 1997), 
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Abstract
Child sexual abuse (CSA) has consistently been associated with the use of avoidant coping; these coping methods have been asso-
ciated with increased trauma symptoms, which have, in turn, been linked to increased risk for adult sexual revictimization. Given 
these previous findings, the purpose of the current study was to test a model that conceptualized the relationships among these 
variables. Specifically, CSA severity was conceptualized as leading to the use of avoidant coping, which was proposed to lead to 
maintenance of trauma symptoms, which would, in turn, impact severity of revictimization indirectly. This comprehensive model 
was tested in a cross-sectional study of a large, geographically diverse sample of college women. Participants were 99 female 
undergraduates classified as having experienced CSA who completed measures of abuse history, coping style, current levels of 
trauma symptoms, and adult sexual revictimization. Multivariate path analysis indicated that the data fit the hypothesized model 
for verbally coercive, but not physically aggressive, revictimization. Specifically, increased CSA severity was associated with the 
use of avoidant coping, which, in turn, predicted greater levels of trauma symptomatology and severity of sexual coercion in 
adulthood. Although cross-sectional in nature, findings from this study suggest that coping strategies and trauma symptoms may 
represent modifiable factors that place women at increased risk for verbally coercive sexual revictimization.
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dissociation (Cloitre et al., 1997), and alcohol use (Kil-
patrick, Acierno, Resnick, Saunders, & Best, 1997).
In searching for pathways from child maltreatment to 
revictimization, researchers have questioned whether the 
psychological difficulties so often linked to early abuse 
may contribute to this relationship. Specifically, avoid-
ant coping strategies and trauma symptoms, including 
PTSD, are two constructs frequently examined in the as-
sociation between CSA and revictimization. What does 
not appear to have been accomplished to date is an in-
corporation of these constructs into a single mediational 
model to explain the links between CSA, avoidant cop-
ing, trauma symptoms, and revictimization.
 
 CSA and Avoidant Coping 
Coping has long been considered an important pro-
cess in understanding the short- and long-term func-
tioning of individuals with a history of CSA. From a the-
oretical perspective, the experience of sexual trauma 
leads to efforts to adapt through various emotional and 
behavioral responses. These responses are often catego-
rized as effective (e.g., directly addressing a problem) or 
ineffective (e.g., avoidance), although effectiveness may 
depend on several factors including timing and the na-
ture of the stressor (Coyne & Racioppo, 2000).
Substantial research suggests that CSA survivors of-
ten rely on avoidant coping strategies, including behav-
ioral (e.g., spending more time alone) and emotional dis-
engagement (e.g., criticizing self for what happened) 
both in the immediate aftermath of the abuse (DiPalma, 
1994; Oaksford & Frude, 2003) as well as into adulthood 
(Bonanno, Noil, Putnam, O’Neill, & Trickett, 2003; Futa, 
Nash, Hansen, & Garbin, 2003). Understandably, victims 
of CSA may avoid triggers of abuse-related emotions to 
prevent becoming overwhelmed with emotions that are 
too difficult to experience (Kleber & Brown, 1992). There-
fore, in the short-term, avoidance may be viewed as a 
necessary and healthy coping strategy. However, over-
emphasis on denial or avoidant coping can result in a 
sense of numbing or detachment, which can perpetuate 
psychological distress. Indeed, avoidant methods of cop-
ing have consistently been shown to relate to increased 
levels of psychological distress and trauma symptoms 
(Brand & Alexander, 2003; Johnson & Kenkel, 1991; John-
son, Sheahan, & Chard, 2003; Leitenberg, Greenwald, & 
Cado, 1992), even after controlling for the effects of char-
acteristics of the abuse, such as abuse severity (Brand & 
Alexander, 2003; Coffey, Leitenberg, Henning, Turner, & 
Bennett, 1996; Leitenberg et al., 1992).
 
Avoidant Coping and Trauma Symptoms 
There is evidence to support an increased focus on 
avoidant coping, rather than approach coping strate-
gies, in understanding the link between traumatic expe-
rience and psychological distress. A recent meta-analy-
sis indicated that avoidant coping has a greater impact 
than approach coping on psychological distress follow-
ing traumatic experiences (Littleton, Horsley, John, & 
Nelson, 2007). In cross-sectional studies, avoidant cop-
ing has been linked to greater levels of PTSD symptoms 
in numerous populations, including individuals with a 
history of interpersonal violence (Arias & Pape, 1999), 
war veterans (Sutker, Davis, Uddo, & Ditta, 1995), survi-
vors of motor vehicle accidents (Bryant & Harvey, 1995), 
and victims of sexual and nonsexual assault (Dunmore, 
Clark, & Ehlers, 1999; Valentiner, Foa, Riggs, & Gers-
huny, 1996). The negative impact of avoidant coping 
on symptomatology is also documented in longitudinal 
studies (Benotsch et al., 2000; Krause, Kaltman, Good-
man, & Dutton, 2008; Mellman, David, Bustamante, 
Fins, & Esposito, 2001; Sharkansky, King, King, & Wolfe, 
2000). One of the most recent studies found that, among 
individuals with a history of domestic violence, avoid-
ant coping predicted levels of PTSD up to one year later, 
even after controlling for the effects of CSA, interper-
sonal violence severity, social support, and revictimiza-
tion (Krause et al., 2008).
A widely accepted conceptualization of PTSD symp-
toms is emotional processing theory (Foa & Kozak, 
1986), in which anxiety is hypothesized to result from 
associations of factors with the initial trauma. Similar to 
Mowrer’s (1960) Two Factor Learning Theory, stress re-
sponses are hypothesized to develop through a learning 
process in which previously neutral stimuli are condi-
tioned to produce strong emotional arousal in individ-
uals through associations with the traumatic event (Foa 
& Kozak, 1986; Keane, Fairbank, Caddel, Zimering, & 
Bender, 1985; Litz & Gray, 2002; Rausch & Foa, 2006). 
This emotional response is similar to the arousal trig-
gered during the trauma and, thus, provokes avoid-
ance of the conditioned stimuli. For example, a woman 
who has been sexually assaulted may avoid the scene 
of the assault and any associated stimuli that provoke 
the strong, conditioned emotional response. Addition-
ally, emotional processing theory posits that dysfunc-
tional cognitions (e.g., “it is not safe to be alone”) are 
associated with the maintenance of traumatic symp-
toms. Because of avoidance, individuals who have de-
veloped dysfunctional cognitions are not provided with 
disconfirming evidence; consequently, the thoughts per-
sist and drive the avoidance and fear response. Thus, 
through operant conditioning, traumatic symptoms are 
maintained and perpetuated.
In addition to emotional avoidance, deliberate at-
tempts to suppress unwanted trauma-related thoughts 
are also a form of avoidance that paradoxically increase 
the frequency of trauma-related thoughts and perpetu-
ate reexperiencing symptoms (Shipherd & Beck, 1999). 
Similarly, there is emerging evidence that thought sup-
pression in the context of high levels of negative affect 
may exacerbate the development of PTSD symptoms 
among survivors of sexual assault (Rosenthal, Cheav-
ens, Lynch, & Follette, 2006). Thought suppression is 
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linked to a broader class of avoidant coping behaviors 
that have been labeled “experiential avoidance.” Experi-
ential avoidance refers to any behavior that functions as 
an attempt to disconnect from aversive private experi-
ences (e.g., emotions, sensations, memories, images) by 
actively taking steps to alter or reduce these experiences 
or the contexts in which they occur (Hayes, Strosahl, & 
Wilson, 1999; Hayes, Wilson, Gifford, Follette, & Stro-
sahl, 1996). The existing literature suggests that, despite 
an initial benefit, long-term effects of experiential avoid-
ance strategies are detrimental for individuals who have 
experienced sexual assault and rape (Batten, Follette, & 
Aban, 2001; Boeschen, Koss, Figueredo, & Coan, 2001) 
and that attempts to avoid unwanted thoughts may ac-
tually lead to an increase in such thoughts and a sub-
sequent increase in psychological distress (Polusny, 
Rosenthal, Aban, & Follette, 2004).
 
Trauma Symptoms and Revictimization 
Both theoretical conceptualizations and empirical evi-
dence of response to trauma support the notion that trau-
matic symptoms, including PTSD, become more per-
sistent when individuals avoid trauma-related stimuli. 
PTSD symptomatology may interfere with information 
processing, risk perception, or self-protective responses 
(Chu, 1992) in a manner that increases risk for revictim-
ization. For instance, if a survivor of sexual assault con-
tinually avoids physical and emotional reminders of the 
assault, she may fail to learn how to distinguish safe from 
potentially risky relationships or situations, increasing 
her vulnerability to revictimization. Maladaptive cop-
ing strategies, including avoidant strategies such as phys-
ical and emotional disengagement, as well as substance 
use and risky sexual behaviors, may be used to avoid 
sources of threat and reduce distress initially. However, 
because such fears are not extinguished, avoidance ulti-
mately perpetuates a pervasive and heightened sense of 
threat. In addition to interfering with the process of ex-
tinction, avoidance strategies, including physical avoid-
ance of trauma-related stimuli, suppression of unwanted 
thoughts, and other efforts to avoid psychological dis-
tress or harm, interfere with the correction of inaccurate 
or negative appraisals regarding safety and other aspects 
of traumatic experience (Ehlers & Clark, 2000).
Symptoms of PTSD may have specific effects on the 
risk for revictimization. Dissociation, which is higher 
among revictimized than singly victimized women (Cloi-
tre et al., 1997; Wilson, Calhoun, & Bernat, 1999), may in-
crease risk for revictimization by making survivors un-
aware of their environment or insensitive to potential 
cues regarding impending risk. Furthermore, dissocia-
tion may create a look of confusion or distraction, a state 
increasing vulnerability to sexual predators (Cloitre et 
al., 1997). Emotional flooding and numbing may impact 
revictimization by disrupting the appropriate fight-or-
flight response. PTSD is also characterized by intrusive 
re-experiencing, which alternates with states of emo-
tional numbing, denial, and avoidance. Individuals fre-
quently flooded with emotion may learn to ignore such 
high arousal states. Indeed, repeated victimization is as-
sociated with an overreaction to low-level threats and 
also a failure to react appropriately to a signal of threat or 
risk for assault (Cloitre & Rosenberg, 2006). Chronic hy-
perarousal may also affect the chances of revictimization 
by negatively impacting the identification and labeling 
of feeling states. Alexithymia, which commonly accom-
panies PTSD (Badura, 2003; Yehuda et al., 1997; Zlot-
nick, Mattia, & Zimmerman, 2001), may be particularly 
relevant to increased vulnerability for revictimization by 
known-assailants, where a diminished emotional vocab-
ulary and an affectively out-of-sync self-representation 
may lead others to minimize or disregard refusals to en-
gage in sexual activity (Cloitre & Rosenberg, 2006).
Indeed, researchers have empirically documented 
that trauma symptoms and psychological distress 
may be potential explanations for why CSA survi-
vors are at increased risk for revictimization. For in-
stance, PTSD symptoms (Arata, 2000; Messman-Moore, 
Coates, Gaffey, & Johnson, in press; Risser, Hetzel-Rig-
gin, Thomsen, & McCanne, 2006), and depression and 
anxiety (Gidycz, Coble, Latham, & Layman, 1993; Mess-
man-Moore et al., in press) have been associated with 
increased risk for rape and revictimization. Risser et al. 
(2006) found that PTSD symptoms mediated the relation 
between CSA severity and severity of adult sexual as-
sault (ASA) in college women. In a prospective study of 
community women, Orcutt, Cooper, and Garcia (2005) 
found that psychological distress and sexual behavior 
partially mediated the relation between CSA and ASA. 
These two recent studies are exceptions; few studies 
have statistically tested for mediation when examining 
trauma symptoms as a predictor of sexual revictimiza-
tion (Messman-Moore & Long, 2003).
Given the high rates of PTSD among individuals re-
porting CSA (Kessler, Sonnega, Bromet, Hughes, & Nel-
son, 1995; Roth, Newman, Pelcovitz, van der Kolk, & 
Mandel, 1997), it is not surprising that PTSD has been 
linked to revictimization in numerous studies. In retro-
spective studies of college women, PTSD mediated the re-
lationship between CSA and revictimization (Arata, 2000; 
Risser et al., 2006). Prospective studies have also con-
firmed the assumption that PTSD increases vulnerabil-
ity for revictimization (Sandberg, Matorin, & Lynn, 1999; 
Messman-Moore, Brown, & Koelsch, 2005; Messman-
Moore, Ward, & Brown, in press). Researchers are now 
seeking to identify whether particular aspects of the PTSD 
construct are associated with increased risk for revictim-
ization. However, only two such studies have been con-
ducted and have not provided consensus in terms of their 
findings. Risser et al. (2006) examined PTSD as an entity 
as well as the three symptom clusters separately; in this 
context, only hyperarousal symptoms predicted revictim-
ization. However, an earlier prospective study found that 
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women with high levels of hyperarousal actually had bet-
ter risk perception in a hypothetical sexual assault sce-
nario, and risk perception predicted revictimization sta-
tus (Wilson et al., 1999). Another prospective study did 
not directly compare the predictive power of different as-
pects of PTSD symptomatology, but did find that intru-
sive symptoms, emotional numbing/avoidance, disso-
ciation, and hyperarousal symptoms were all associated 
with victimization (Messman-Moore et al., in press).
 
Aims of the Present Study 
Taken together, the findings regarding traumatic ef-
fects and revictimization suggest that trauma-related 
symptoms increase risk for rape and revictimization and 
that one potential mechanism accounting for this rela-
tionship is the role of avoidant coping behaviors. There-
fore, we proposed that avoidant coping strategies, such 
as physical isolation, self-blame, and avoiding thinking 
about the problem—common responses in individuals 
with a history of CSA—may be maintained according to 
learning theory principles (i.e., classical and operant con-
ditioning) because trauma-related fears cannot be extin-
guished. This reliance on avoidant coping perpetuates 
traumatic symptoms into adulthood, which may place 
women at increased risk for revictimization by occupy-
ing cognitive coping resources. Specifically, in the context 
of efforts to avoid long-term trauma symptoms, women 
may be less able to detect and respond effectively to 
risk-related cues. Consistent with these notions, we pro-
posed a model that predicts revictimization to be an out-
come of the impact of coping on trauma symptoms. More 
specifically, we predicted that CSA severity would pre-
dict increased use of avoidant coping, that avoidant cop-
ing would predict greater trauma symptoms, and that 
trauma symptoms would predict sexual revictimization 
severity. We tested this model in a cross-sectional study 
of a geographically diverse sample of college women. 
Undergraduates represent an important population in 
which to examine these issues given the high rates of sex-
ual assault that occur in this group (Smith, White, & Hol-
land, 2003). Moreover, CSA has been shown to be associ-
ated with depression and anxiety (Briere & Runtz, 1988), 
eating disorders (Beckman & Burns, 1990), ASA (Mess-
man-Moore & Long, 2000), high risk sexual behaviors 
(Batten et al., 2001), higher college dropout rates (Duncan, 
2000), and substance abuse (see Polusny & Follette, 1995, 
for a review) in samples of college women. Although the 
cross-sectional nature of the study design did not allow 
for determination of temporal sequence, the use of path 
analysis determined whether our model fit our theoreti-
cal conceptualization of the data.
The current investigation improves upon prior re-
search in this area in several ways. First, it evaluates a 
more comprehensive model of revictimization that in-
cludes four constructs (CSA, adult sexual victimiza-
tion, coping and trauma symptoms) individually im-
plicated in prior studies but not yet examined together. 
Moreover, using a within-subjects design and focusing 
on CSA severity rather than victim status (abused vs. 
not) should increase understanding of aspects of CSA 
that predict revictimization. Third, the current study 
includes a commonly used measure of coping (Coping 
Strategies Inventory; Tobin, Holroyd, & Reynolds, 1984), 
making results comparable with other similar studies 
(e.g., Gibson & Leitenberg, 2001; Santello & Leitenberg, 
1993), and assesses coping specifically in response to 
CSA rather than general coping (Santello & Leitenberg, 
1993). Finally, the current study adopted a recently rec-
ommended analytic approach described by MacKinnon, 
Lockwood, Hoffman, West, and Sheets (2002) to deter-
mine whether mediation occurred, an improvement 
over many prior studies in this area.
 
Method
 
Participants 
Participants were 99 female undergraduate students 
who reported a history of CSA. Respondents were re-
cruited from three U.S. universities: University of South-
ern California (USC), University of Nebraska–Lincoln 
(UNL), and Miami University (MU) and were part of a 
larger sample of undergraduates who participated in an 
investigation of the long-term correlates of CSA. Abuse 
history was assessed in an initial sample of 1,396 indi-
viduals (914 women and 482 men), which yielded the 
99 female victims who served as the participants for this 
study. Male participants were not included in the study 
because the larger sample yielded only 15 men with a 
history of sexual abuse, an insufficient number of male 
participants with which to conduct the analyses. The 99 
female participants reported an average age of approxi-
mately 21 years (range = 18.18 to 48.35; SD = 3.89). The 
majority of the sample was European American (64%), 
followed by Hispanic/Latina (13%), African American 
(7%), and Asian American (4%), and 12 participants who 
selected “other” to reflect their ethnicity. Most study 
participants (85%) reported that they had never been 
married. The average family income during childhood 
reported by participants was between $50,000–$60,000; 
average current family income reported was $35,000, in-
dicating that the group was comprised primarily of par-
ticipants from the midrange of family income.
One goal of collecting data at multiple sites was to 
achieve a more ethnically diverse sample. Indeed, we 
found significant differences in ethnicity across the three 
institutions (χ2(8, N = 99) = 31.28, p < .001). However, anal-
ysis of variance and chi-square analyses revealed no dif-
ferences on the demographic variables of age, income, or 
marital status. In addition, no significant differences were 
found across sites for the major study variables of sex-
ual abuse severity, revictimization, or trauma symptoms. 
One exception was coping, in which participants from 
MU reported significantly higher use of avoidant coping 
strategies (M = 65.44, SD = 13.06) compared to both UNL 
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(M = 54.65, SD = 13.74) and USC (M = 55.06, SD = 14.71) 
participants, F(2, 109) = 3.87, p = .02. However, the mean 
coping score from MU was based on a small sample size 
(n = 13) relative to the samples at UNL (n = 37) and USC 
(n = 42), and appeared to be driven by a few individuals 
reporting high levels of avoidant coping.
  
Measures 
 
Computer Assisted Maltreatment Inventory (CAMI). 
The CAMI (DiLillo et al., 2009; DiLillo et al., 2006) is a 
Web-based, self-report questionnaire designed to assess 
childhood maltreatment experiences, including sexual 
abuse, physical abuse, psychological abuse, neglect, and 
witnessing domestic violence. For the purposes of the cur-
rent study, only the sexual abuse scale was used because 
of the consistent links between CSA and revictimization. 
Participants who reported experiencing sexual touching, 
sexual kissing, or oral, anal, or vaginal intercourse with 
a family member or an individual who was five or more 
years older before the age of 14, or with someone 10 or 
more years older when the participant was 14 to 17 years 
old were classified as victims of sexual abuse. In addi-
tion, participants who reported experiencing any of the 
aforementioned activities against their will, regardless 
of the difference in age or relationship to the perpetrator, 
were considered victims of sexual abuse. Voluntary sex-
ual play with a similar age peer, voluntary sexual activi-
ties with a dating partner, and noncontact forms of sexual 
abuse such as exhibitionism were not classified as sexu-
ally abusive behavior.
The CAMI yields both a dichotomous variable (pres-
ence or absence) of abuse and a continuous abuse sever-
ity score. The severity score is a summed composite of 
six indicators of abuse severity (frequency, duration, na-
ture of the acts, relationship of the perpetrator, force, 
and number of perpetrators). Similar approaches have 
been used by Merrill, Thomsen, Sinclair, Gold, and Mil-
ner (2001). Items comprising the severity score reflect 
discrete behavioral features that are not necessarily ho-
mogenous (e.g., the relationship with the perpetrator 
may not relate to the nature of the abusive acts); conse-
quently, coefficient alpha is not applicable. Criterion va-
lidity has been assessed by correlating the CAMI sexual 
abuse severity score with the sexual abuse subscale of 
the Childhood Trauma Questionnaire (Bernstein & Fink, 
1998; Bernstein et al., 2003), which produced a coeffi-
cient of r = .55 (computed using the same sample used 
in the present study) and must be interpreted in light of 
the differing approaches the scales employ (Likert-type 
vs. behaviorally specific; DiLillo et al., 2006).
 
Coping Strategies Inventory (CSI).  The CSI (Tobin 
et al., 1984) is a measure that has been used widely to as-
sess coping strategies in relation to trauma, particularly 
with survivors of CSA (e.g., Coffey et al., 1996). The CSI 
contains 72 items that comprise a number of primary, 
secondary, and tertiary subscales. Here, completion of 
the CSI was specifically anchored to the sexually abu-
sive experiences reported by participants. That is, only 
individuals reporting a history of sexual abuse were 
administered the coping measure, with instructions to 
complete it specifically in response to their CSA experi-
ences. Because avoidance coping is the most commonly 
studied coping response in the context of CSA and is 
both theoretically and empirically linked to negative 
outcomes among CSA survivors, only the disengage-
ment (i.e., avoidance) subscale was used in the analyses 
of the present study. This scale reflects attempts to avoid 
or disengage from the stressful event (e.g., “I hoped a 
miracle would happen,” “I kept my thoughts and feel-
ings to myself”) and has been found to have good in-
ternal consistency and test-retest reliability (.89 and. 79, 
respectively; Tobin, Holroyd, Reynolds, & Wigal, 1989). 
The CSI also has good criterion and construct validity 
(Tobin et al., 1989). Internal consistency for the disen-
gagement scale in the present sample was .87.
 
Trauma Symptom Checklist-40 (TSC-40).  The TSC-
40 (Briere & Runtz, 1989; Elliott & Briere, 1992) is a mea-
sure of psychological adjustment that is widely used with 
survivors of sexual abuse. The TSC-40 consists of 40 items 
and was used to assess the frequency of trauma symp-
toms in the past 2 months. The TSC-40 has shown predic-
tive validity with regard to a range of traumatic experi-
ences, including intimate partner violence (Dutton, 1995). 
The TSC Total score was used in this study and has dem-
onstrated strong internal reliability (alphas ranging from 
.89 to .91; Briere & Runtz, 1989; Elliott & Briere, 1992). 
The internal consistency of the Total Score in the current 
sample was .92. Of note, avoidance is not assessed by the 
TSC-40, thus reducing the conceptual overlap between 
the construct of avoidant coping as a predictor variable 
and the outcome variable of traumatic distress.
 
Sexual Experiences Survey (SES).  The SES (Koss & 
Gidycz, 1985; Koss & Oros, 1982) was developed to as-
sess unreported rates of sexual assault (e.g., rape and 
sexual aggression) that occur in the United States. The 
SES is a 10-item questionnaire in which respondents in-
dicate whether they have experienced a variety of activ-
ities of a sexual nature (e.g., kissing, fondling, penetra-
tion by an object, rape) associated with varying degrees 
of coercion, force, and threat. The 10-item SES has dem-
onstrated internal consistency (r = .74 for women and r = 
.89 for men) (Koss & Gidycz, 1985), and test-retest reli-
ability suggested good concordance rates (93%). For the 
purposes of the current study, the SES was expanded to 
13 items and the response format modified to 5-point 
scale (0 = never to 4 = often) to assess two key dimen-
sions (e.g., severity and frequency) of sexual assault in-
cidents. The modified SES provides two subscales in ad-
dition to a total score: one subscale reflects experiences 
of sexual coercion, defined as verbal tactics/pressure for 
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unwanted sexual contact, and one subscale pertains to 
the use of sexual aggression, defined as the use of threat 
or physical force to obtain unwanted sexual contact. The 
items comprising the sexual aggression subscale inquire 
about both attempted and completed sexual assault ex-
periences. Participants were asked to complete the SES 
to report experiences beginning at age 18; consequently, 
revictimization events did not overlap with CSA events, 
which were defined as occurring prior to age 18.
Each item of the respective SES subscales reflects ex-
periences of increasing severity (e.g., continued pressure 
to engage in unwanted sexual intercourse to physically 
forceable rape). Because it is not appropriate to give 
equal weight to all items on the SES, researchers have 
developed methods of scoring that involve weighting 
items according to severity. Consistent with an approach 
used by Arata and Lindman (2002), the items of each 
subscale of the SES were weighted in order of severity 
and then summed for a subscale score. For example, the 
coercion subscale of the SES consists of five items of in-
creasing severity, such as engaging in unwanted sexual 
activity because of verbal manipulation (e.g., threats to 
end relationship, continual pressure). Responses to the 
first item on the scale were multiplied by one, responses 
to the second item were multiplied by two, responses to 
the third item were multiplied by three, and so on. The 
five weighted items of the coercion subscale were then 
summed to derive a coercion severity score (range 15–
75). The same approach was adopted for the aggression 
subscale, which consists of seven items of increasing se-
verity, such as the threat or use of physical force to ob-
tain unwanted sexual activity, including kissing, fon-
dling, and intercourse (range 28–140). Finally, the two 
subscales were summed to form a total score (range 43–
215). Because the items that comprise the SES subscales 
and total score are behaviorally discrete items ranked 
in order of intensity from least extreme to most extreme 
and respondents who agree with a more extreme item 
tend to also agree with the less extreme items, coefficient 
alpha is not applicable to this measure and is, therefore, 
not reported for this sample.
 
Procedure 
The data collected for this study are part of a larger 
study examining adult adjustment as a function of child-
hood maltreatment experiences. Institutional Review 
Board approval was obtained at all institutions prior 
to data collection. Participants were recruited in under-
graduate psychology courses by trained research assis-
tants. All participants logged onto a common Web site to 
complete the study measures. The CAMI was presented 
first, with abuse subscales administered in a random or-
der, followed by random presentation of the additional 
study measures. Only those participants who endorsed 
CSA were presented with the measure of coping (CSI) to 
complete. Respondents received course credit for their 
participation.
 
 
Data Analysis Strategy 
All analyses were performed using Mplus Version 
4.21 statistical analysis software. The path model shown 
in Figure 1 illustrates how the relationship between 
CSA severity and subsequent revictimization could be 
mediated by avoidant coping and trauma symptoms. 
However, Figure 1 represents a saturated path analy-
sis model with no degrees of freedom that will perfectly, 
if nonparsimoniously, reproduce all possible bivariate 
correlations among the four variables. The overall ana-
lytic goal was to identify a path model that more par-
simoniously described how the childhood sexual abuse 
severity and subsequent revictimization relationship 
was mediated by avoidant coping and trauma symp-
toms. Consistent with this goal, four possible mediation 
models were identified from Figure 1: (a) CSA severity 
→ avoidant coping → trauma symptoms, (b) CSA sever-
ity → trauma symptoms → coercive revictimization, (c) 
CSA severity → avoidant coping → coercive revictim-
ization, and (d) avoidant coping → trauma symptoms 
→ coercive revictimization. The four models were tested 
using the criteria proposed by MacKinnon et al. (2002) 
for establishing mediation as described below.
 In keeping with MacKinnon et al.’s (2002) crite-
ria, all analyses were conducted in two steps. First, di-
rect analyses were conducted to establish a statistically 
significant IV-DV relationship (i.e., τ). Second, media-
tion analyses were conducted to establish: (1) a statis-
tically significant relationship between the mediator 
variable and the independent variable (i.e., ), (2) a sta-
tistically significant relationship between the mediator 
variable and the dependent variable (i.e., β), and (3) a 
statistically nonsignificant relationship between the in-
dependent and dependent variable, controlling for the 
presence of the mediator variable (i.e., τ’). All media-
tion paths (i.e.,  and β) were tested for significance us-
ing both MacKinnon, Lockwood, and Hoffman’s (1998) 
distribution of products (zzβ) and distribution of β/
σβ statistical tests (see MacKinnon et al., 2002). Signifi-
cant mediation results presented below were significant 
at the p < 0.05 level according to MacKinnon et al.’s cri-
Figure 1.  Full path model predicting adult sexual revictimization 
among women sexually abused in childhood with all direct and 
indirect paths illustrated. Child sexual abuse = exogenous vari-
able; disengagement coping and trauma symptoms = endogenous 
variables; revictimization = outcome variable. Standardized coef-
ficients from MPlus output are reported. ** p < .01 
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teria. Specific statistical results are available from the 
fourth author (see MacKinnon et al., 2002, for details of 
statistical procedures).
 Results
 
Sexual Abuse and Revictimization Characteristics 
Average age of the victim at onset of abuse was 8.5 
years, with a mean duration of approximately 1.3 years 
from first to last incident. Approximately 40% of the 
participants indicated the most severe act of abuse they 
endured included intercourse or penetration. Close to 
half of the respondents (44%) indicated that they expe-
rienced abuse at the hands of a relative, and most of the 
perpetrators were male (89%). A minority of respon-
dents (9%) reported they experienced abuse from a pa-
rental figure. The majority of the sample (80%) reported 
only one perpetrator, whereas 20% reported that they 
were abused by multiple perpetrators. The use of verbal 
tactics (e.g., coercion) during the abuse was reported by 
nearly all participants (94%). The threat of violence or 
use of violence or force was reported by over half of the 
study sample (53%).
Of the 99 participants, the overwhelming majority 
(85.9%) reported experiencing revictimization in the 
form of sexual coercion in adulthood. More than half 
of the sample (52.5%) reported experiencing revictim-
ization in the form of physical aggression as an adult. 
A total of 10.9% self-identified as having experienced 
rape.
 
Descriptive Data and Associations Among Primary Variables 
Participants reported an average score on the disen-
gagement (i.e., avoidant) coping scale of 56.57 (range 
20–86). Trauma symptoms ranged from 3 to 90; the cur-
rent sample reported levels of symptoms consistent 
with similar samples of female undergraduates with a 
CSA history (e.g., Higgins & McCabe, 1994). CSA sever-
ity ranged from 6 to 15, with an average severity score 
of 10.25 (SD = 2.26).
Pearson product-moment correlations between all 
study measures are reported in Table 1. As expected, 
avoidant coping was positively related to CSA sever-
ity and trauma symptoms. However, verbal coercion 
was the only revictimization variable that demonstrated 
a significant association with other variables of inter-
est. More specifically, verbal coercion severity was sig-
nificantly (positively) correlated with CSA severity and 
trauma symptoms, but not with avoidant coping. Be-
cause it was expected that revictimization defined as 
sexual aggression severity would also be correlated 
with abuse severity, based upon previous research (e.g., 
Roodman & Clum, 2001), the sexual aggression subscale 
of the SES was separated into attempted and completed 
acts of aggression. However, neither of these scales was 
significantly associated with CSA severity (r = .12, p = 
.28; r = .20, p = .06, respectively), although the completed 
aggression subscale approached significance. Conse-
quently, severity of verbally coercive revictimization ex-
periences was examined as the outcome variable of in-
terest in the mediational and path analysis presented 
below.
 
Mediation Analyses Testing Relationships Between CSA, 
Avoidant Coping, Trauma Symptoms and Revictimization 
Results of the analyses of the four possible mediation 
models are shown in Table 2. The full model is shown 
in Figure 1. Model (a) results show that the relation-
ship between CSA severity and trauma symptoms was 
fully mediated by avoidant coping. Similarly, model (b) 
results show that the relationship between CSA sever-
ity and coercive revictimization was fully mediated by 
trauma symptoms. The results of mediation models (a) 
and (b), taken together, suggest the following sequence 
of relationships: CSA severity predicts avoidant cop-
ing, avoidant coping predicts trauma symptoms, and 
trauma symptoms predict coercive revictimization se-
verity. Although they failed to meet the mediation cri-
teria set forth by MacKinnon et al. (2002), the results of 
the final two mediation models provided further sup-
port for the aforementioned sequence of relationships. 
Table 1. Correlations Between Coping, Trauma Symptoms, Revictimization, and Abuse Severity 
                                                                              Disengagement           Trauma             Revic-                 Revic–                Total                          
                                                    M    SD           coping                       symptoms        coercion             aggression          revic 
Disengagement coping 56.67 14.57     
Trauma symptoms 41.24 20.22 .33**    
Revic–coercion 9.52 10.66 .16** .38**   
Revic–aggression 3.99 9.22 .09** .16** .41**  
Total revic 13.51 16.70 .15** .33** .86** .81** 
Abuse severity 10.25 2.26 .39** .26** .21** .18** .23*
Revic–coercion = Experience of verbal tactics to obtain unwanted sexual activity; Revic–aggression = Experience of physical harm 
or threats of physical harm to obtain unwanted sexual activity; Total revic = coercion and aggression subscales combined.
* p < .05 ; ** p < .01
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Specifically, model (c) failed to meet mediation criteria 
because only the relationship between CSA severity and 
avoidant coping was statistically significant. Further, 
the effect of trauma symptoms as a mediator of the re-
lationship between avoidant coping and coercive revic-
timization could not be tested because the relationship 
between avoidant coping and coercive revictimization 
was statistically nonsignificant (i.e., the relationship be-
tween avoidant coping and coercive revictimization 
must include trauma symptoms as a mediator consistent 
with the results of model [b]). Therefore, consistent with 
prior research (Fondacaro & Moos, 1989; Holahan & 
Moos, 1987), the results from both the statistically signif-
icant and statistically nonsignificant mediation analyses, 
when examined together, suggested the sequential pre-
dictive model shown in Figure 2. Finally, the full model 
shown in Figure 1 and the sequential predictive model 
shown in Figure 2 were compared using a nested model 
test to determine which model better fit the data. Spe-
cifically, the difference between the chi-square model 
fit statistics for the sequential predictive model and the 
full model (i.e., 3.68 minus 0, respectively) was tested 
against a chi-square distribution at degrees of freedom 
equal to the difference in degrees of freedom between 
the sequential predictive model and the full model (i.e., 
3 minus 0, respectively). The nested model test was sta-
tistically nonsignificant (i.e.,  χ23= 3.68, p = 0.30), which 
indicated that the sequential predictive model did not 
fit the data significantly differently from the full model 
shown in Figure 1. As a result, the more parsimonious 
sequential predictive model was retained (RMSEA = 
0.048; SRMR = 0.058; CFI = 0.98).
 
  
Discussion
Results of the present investigation are consistent 
with past research examining the smaller mediational 
models tested in our study: avoidant coping as a medi-
ator of the relation between CSA and trauma symptoms 
(e.g., Brand & Alexander, 2003) and trauma symptoms 
as a mediator of the relation between CSA and sexual 
revictimization (e.g., Risser et al., 2006). However, the 
interface between avoidant coping and trauma symp-
Figure 2.  Reduced path model predicting adult sexual revictimization among women sexually abused in childhood with only significant 
paths illustrated. Child sexual abuse = exogenous variable; disengagement coping and trauma symptoms = endogenous variables; revic-
timization = outcome variable. Standardized coefficients from MPlus output are reported. ** p < .01. 
Table 2. Results of Mediation Analyses 
Models                                                                                                  b     S.E.     Wald Z              β
Model (a): direct analysis
     CSA severity → trauma symptoms (τ) 2.40 0.91 2.64** 0.27
Model (a): mediation analyses
     CSA severity → disengagement coping () 2.54 0.61 4.16** 0.39
     disengagement coping → trauma symptoms (β) 0.37 0.14 2.60** 0.27
     CSA severity → trauma symptoms (τ’) 1.45 0.95 1.52** 0.16
Model (b): direct analysis
     CSA severity → coercive revictimization (τ) 0.99 0.49 2.03** 0.21
Model (b): mediation analyses
     CSA severity → trauma symptoms () 2.40 0.91 2.64** 0.27
     trauma symptoms → coercive revictimization (β) 0.18 0.05 3.54** 0.35
     CSA severity → coercive revictimization (τ’) 0.56 0.47 1.18** 0.12
Model (c): direct analysis
     CSA severity → coercive revictimization (τ) 0.99 0.49 2.03** 0.21
Model (c): mediation analyses
     CSA severity → disengagement coping () 2.54 0.61 4.16** 0.39
     disengagement coping → coercive revictimization (β) 0.07 0.08 0.92** 0.10
     CSA severity → coercive revictimization (τ’) 0.80 0.52 1.53** 0.17
Model (d): direct analysis
     disengagement coping → coercive revictimization (τ) 0.12 0.07 1.61** 0.16
* p < .05 ; ** p < .01
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toms had not previously been considered as a means of 
understanding pathways to sexual revictimization. The 
purpose of this investigation was to extend prior find-
ings by examining a more comprehensive model of the 
CSA–revictimization relationship that included avoid-
ant coping and trauma symptoms in a manner that 
would statistically test for mediation (e.g., MacKinnon 
et al., 2002). Here, CSA severity predicted avoidant cop-
ing, which was associated with increased trauma symp-
toms, a variable that was, in turn, predictive of severity 
of coercive sexual revictimization. This model helps clar-
ify the relationships among variables that appear to be 
important in understanding the increased rates of revic-
timization among CSA survivors. Specifically, it appears 
that early sexual abuse may operate indirectly, through 
avoidant coping and trauma symptoms, to increase the 
risk of coercive sexual victimization in adulthood.
Recent data suggest that, among various risk factors 
for revictimization (e.g., coping, PTSD symptoms, self-
blame), avoidant coping may be an important predic-
tor of adult revictimization severity (Filipas & Ullman, 
2006). The present findings are consistent with this possi-
bility. However, whereas our model indicates that avoid-
ant coping may lead to trauma symptoms in predicting 
severity of coercive revictimization, some researchers 
have found that trauma symptoms precede problematic 
outcomes associated with avoidant coping, such as im-
paired self-functioning (e.g., dysfunctional sexual behav-
ior, tension-reducing behavior, impaired self-reference; 
Messman-Moore et al., 2005). These inconsistent find-
ings have several implications. First, the associations be-
tween distress and risk variables such as avoidant coping 
are likely to be complex in nature. It may be, for example, 
that avoidant coping and trauma symptoms—both corre-
lates of abuse history—are mutually influential and work 
in multiple ways to impact sexual revictimization. For in-
stance, it is possible that different types of distress related 
to a history of sexual abuse (e.g., PTSD symptoms) lead 
to dysfunctional coping behaviors (e.g., avoidance, with-
drawal) that are then related to difficulties in self-regula-
tion (e.g., risky sexual behavior, substance abuse), which 
predict revictimization (Messman-Moore et al., 2005). 
Second, these inconsistencies point to potential differ-
ences regarding the manner in which coping has been op-
erationalized in the extant literature. Coping comprises 
a range of responses, including both behaviors and cog-
nitions. For example, behavioral coping strategies (e.g., 
substance use), such as those assessed by Filipas and Ull-
man (2006) and Messman-Moore et al. (2005), likely ema-
nate from traumatic symptoms. Conversely, in the pres-
ent study, coping was defined as cognitions reflecting a 
desire to avoid and was found to precede trauma symp-
toms, a finding consistent with a cognitive model of psy-
chopathology (e.g., Beck, 1964).
Results of the current study have implications for de-
termining which CSA survivors may be at risk for revic-
timization later in life. Specifically, it is not simply the 
presence of early sexual abuse that places one at risk for 
future sexual assault, but the severity of abuse, which 
impacts the intermediary factors of coping and overall 
traumatic distress. Moreover, increasing abuse severity 
was related to the occurrence of increasing sexually co-
ercive experiences, but not sexually aggressive revictim-
ization. This finding is contrary to Roodman and Clum’s 
(2001) meta-analysis, which found that more severe 
CSA was related to more severe revictimization. Al-
though a significant association between abuse severity 
and later sexual aggression was not found in the pres-
ent study, we cannot rule out that this relationship ex-
ists. This inconsistency may be due to the low number 
of self-reported rape survivors identified in the present 
study, which may have limited our ability to detect as-
sociations with CSA severity. In fact, the relationship be-
tween CSA and aggressive revictimization in the present 
study approached significance even with the low num-
ber of participants who reported rape experiences (n = 
11). Further, we did not examine instances of adolescent 
sexual assault (e.g., with a similar age peer), which have 
been found to be particularly strong predictors of adult 
revictimization (Humphrey & White, 2000).
Nevertheless, the present results are consistent with a 
growing set of findings suggesting differential risk fac-
tors for victimization defined as coercion versus victim-
ization classified as rape. For example, low self-esteem 
(Testa & Dermen, 1999; Zweig, Barber, & Eccles, 1997), 
social anxiety and depression (Zweig et al., 1997), and 
self-criticism (Messman-Moore, Coates et al., in press) 
have been found to predict sexual coercion specifically, 
whereas alcohol and marijuana use and dissociation 
may be more closely linked to rape (Messman-Moore, 
Coates et al., 2008). In addition, it is possible that CSA 
severity was not related to aggressive revictimization 
in our sample because verbally coercive revictimiza-
tion, which was associated with CSA, typically involves 
a perpetrator that is known to the victim (i.e., dating 
partner; Messman-Moore & Long, 2000) and known 
perpetrators rarely use serious physical force (Lyndon, 
White, & Kadlec, 2007). There is also corresponding evi-
dence that intervention programs with college students 
may be more effective in reducing coercive revictimiza-
tion than in preventing rape (Marx, Calhoun, Wilson, & 
Meyerson, 2001).
The current study has limitations that suggest direc-
tions for future research. Although our sample of col-
lege students was geographically and ethnically diverse, 
they were relatively homogeneous with respect to age 
and education level, making generalization of findings 
to more heterogeneous samples difficult. Nonetheless, 
college women represent an extremely important group 
to study in the context of sexual abuse because of the 
high risk of assault in this age group. In fact, in a large 
sample of over 1,500 undergraduate females, Smith and 
colleagues (2003) found that 88% of women experienced 
physical or sexual violence between adolescence and the 
Me d i ati n g Ro l e o f Co p i n g an d tR au Ma Sy Mp to MS i n CSa an d Re v iC ti Mi z a ti o n   317
fourth college year. Moreover, the experience of sexual 
abuse in adolescence places women at greater risk for 
sexual assault in college. Therefore, understanding the 
links between a history of CSA and revictimization in 
college women is an important area of study.
Additional limitations are the inclusion of only 
women and the examination of a limited number of 
variables that may be relevant to the CSA–revictimiza-
tion relationship. Future investigations should clarify 
the potential moderating effects of age, education, and 
gender in predicting revictimization. Similarly, there is 
a need to consider the role of coping and trauma symp-
toms within the broader context of other mediating fac-
tors that have been linked to revictimization (e.g., sub-
stance use, risk recognition, interpersonal difficulties). 
Little is known, as well, about the larger social and cul-
tural factors that may be related to revictimization; 
hence, a broader ecological perspective will be impor-
tant to understand the broader context of revictimiza-
tion (Messman-Moore & Long, 2003).
Finally, our data were collected retrospectively and 
analyzed within a cross-sectional, correlational design, 
which does not allow for a determination of causal re-
lationships among variables. Thus, as noted earlier, al-
though the present findings suggest that coping strat-
egies may precede the emergence of long-term trauma 
symptomatology, it may be that elevated trauma symp-
tomatology pre-dates avoidant coping, or that, for some 
women, increased trauma symptomatology is con-
founded with revictimization. Although we cannot de-
termine temporal sequencing in the present investiga-
tion, the use of path analyses provides an opportunity 
to examine the plausibility of the conceptualized model 
and relationships. Nonetheless, longitudinal studies 
are needed to clarify temporal sequencing and evaluate 
causal associations. Moreover, these studies should in-
clude variables such as self-esteem, social anxiety, de-
pression, self-criticism, and substance use, which may 
be helpful in distinguishing the risk factors associated 
with revictimization in the form of sexual coercion and 
more severe aggression (e.g., Messman-Moore, Coates 
et al., 2008). However, because longitudinal studies 
are time and labor intensive, process-oriented methods 
that permit the study of changes in coping and adapta-
tion over time may be useful as well (Tennen, Affleck, 
Armeli, & Carney, 2000). Using this approach, adult 
participants could provide abuse history retrospectively 
yet report coping strategies on a daily basis so that fluc-
tuations in functioning are assessed contemporaneously 
with coping.
The present findings suggest that coping processes 
and trauma symptoms should be viewed as part of the 
constellation of modifiable factors that place women at 
increased risk for coercive revictimization. Avoidant 
coping may be especially important to consider thera-
peutically because of its possible role as a determinant 
of trauma symptoms leading to revictimization. This as-
sertion is supported by a growing emphasis in the treat-
ment literature on coping processes as a component of 
effective interventions with adult survivors of rape and 
sexual abuse, including those that target abuse-related 
negative affect (e.g., Skills Training in Affect and Inter-
personal Regulation; Cloitre, 1998) and cognitive coping 
(e.g., Cognitive Processing Therapy, Chard, 2005; Re-
sick & Schnike, 1992). Thus, efforts to decrease the use 
of avoidant coping (e.g., withdrawal, substance abuse, 
repression) in the long-term should be considered as a 
part of treatment protocols used with sexual abuse sur-
vivors. Aside from intervening to improve coping re-
sponses, the reduction and management of traumatic 
symptoms is also an important goal to incorporate into 
abuse-focused interventions. The relief of these symp-
toms may also reduce risk of coercive revictimization. 
Future research is needed to clarify the specific contri-
butions of avoidant coping and trauma symptoms to in-
creased risk of verbally coercive revictimization. Several 
hypotheses emerge, including the impact of dissociation 
on the ability to detect risk cues, the use of avoidance as 
protection from injury, and the internalization that un-
wanted sexual experiences are the norm and that resis-
tance is futile based on childhood experiences. Research 
that identifies the mechanisms that explain the connec-
tion between avoidance and revictimization will further 
inform intervention efforts.
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